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The appearance of an erysipelatous blush below the wound, on
the next morning, and the thick, white exudation on the blistered
surface, made the prognosis look unfavorable. But these disap-
peared, and the patient was comparatively comfortable.
The following Tuesday, there was much suffering from pain in
the right side, with symptoms of an attack of pleuro-pneumonia.
These symptoms increased, so that the distress and restlessness be-
came much greater. From day to day there was considerable
fluctuation in the amount of pain, distress, difficulty in breathing
and coughing.
There was no particular trouble in the larynx after the tube
was removed. The pain in the side came back, and was attended
with more marked auscultatory signs. From Dec. 23d, the cough
has varied in frequency and intensity, and there was no decided
and continued change for the better in it or in the auscultatory
signs until within ten days. From that time an.improvcment has
been noticed in these symptoms and her strength. Owing to the
hard coughing, the opening in the neck was necessarily prevented
from closing. It has now entirely healed. Her voice is still
somewhat hoarse, and there is an occasional paroxysm of coughing.
Dr. Minot saw her three or four times every day, and was fre-
quently called to her in the night. To his attentive exertions the
patient's comfort and recovery are mainly attributable. With
ordinary care, we do not believe that the patient would have lived.
This is the first case of membranous croup in an adult that I
have ever seen. It is well known that cases of the kind are very
rare. And it is still more rare for an adult to. recover after the
operation of tracheotomy for this disease, even when it is not com-
plicated with a severe attack of pleurisy and lung fever.
[To be continued.]
PROF. SKODA ON EMPHYSEMA OF THE LUNGS
[Translated for the Boston Med. and Surg. Journal from the Allgemeine Wiener Medizinische Zeitung.]
BY J. C. WHITE, M.D.
By emphysema pulmonum, in the sense in which this expression
is generally used, we understand that condition of the lungs in
which the contractile power of their parenchyma is lessened and
unable to draw them together in the same degree as in a healthy
state, where the contraction is limited only by the resistance of
the thoracic walls and diaphragm, and when at the moment of
expiration the latter is elevated as high as possible, and the tho-
rax narrowed to its utmost. If, on the contrary, the contractile
power of the lungs is diminished, the diaphragm is not so much
drawn up, and the walls of the chest do not perform perfectly the
respiratory movements. The diaphragm maintains, therefore, a
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deeper position, both during inspiration and expiration, which is
shown by the lower situation of the liver and vertical position of
the heart. In the normal condition, the point of the heart looks
toward the left, but by a deeper position of the diaphragm it falls
more to the right, and the direction of the heart approaches more
the perpendicular. Still this low position of the diaphragm is,
by itself alone, no sure sign of emphysema, since a pleuritic exu-
dation and pneumo-thorax may produce the same. It is necessary,
therefore, to confirm our diagnosis by other testimony, and for this
purpose physical examination is all-sufficient.
When, by percussion, we find the sound clear and full, where a
deep position of the diaphragm, liver and spleen co-exists, with
an altered situation of the heart, we may be sure of vesicular em-
physema. If the same fulness of sound extend over the whole
lobe to the very lower edge of the thorax, we may conclude that
the whole lobe is affected; if the sound in the lower portion is
very full, but above less so, then the emphysema must be confined
to the first-mentioned part. We obtain a tympanitic sound only
when the fully-expanded portion of lung borders upon one entirely
free from air; and in total loss of contractile power. By auscul-
tation we generally recognize vesicular or obscure respiration, to-
gether with the rattling, whistling and hissing murmurs of bron-
chial catarrh, which usually accompanies the emphysema.
The differential diagnosis between emphysema and pneumo-tho-
rax, by means of auscultation and percussion, is somewhat difficult.
We cannot distinguish between them by the tympanitic sound, for
it may or may not occur in both. The amphoric echo, on the other
hand, is an unmistakable sign of pneumo-thorax. For its recogni-
tion we make use both of auscultation and percussion ; that is, we
auscult the percussion sound, because this murmur is not heard
readily at a distance. The amphoric echo must not be confound-
ed with the sound produced always in percussion, and which resem-
bles that obtained by percussing the hand laid upon the ear. But
although the amphoric echo is unmistakably diagnostic when heard,
it is unfortunately not constant, and we are obliged to call auscul-
tation to our aid.
Inspiration in emphysema of the lungs is either simply vesicular,
or accompanied by the sounds of bronchial catarrh above mention-
ed; but in pneumo-thorax we hear undefined, bronchial respiration,
and a resonance, amphoric echo and metallic tone of the voice, but
uo vesicular respiration or near râle. But vesicular emphysema of
the lungs can make the percussion sound tympanitic under the con-
ditions above considered; it can also be accompanied by indistinct
respiration, as well as pneumo-thorax, and by bronchial respiration
and râle by consonance, if tubercular cavities, a central pneumonia
or bronchiectasis occur at the same time. On the other hand, the
characteristic amphoric echo and metallic tone of the voice are
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sometimes wanting in pneumo-thorax. We see, therefore, that in
many cases the differential diagnosis between emphysema of the
lungs and pneumo-thorax cannot be made out at once and with
certainty. When, however, we can exclude pneumonia, phthisis,
and bronchiectasis, the bronchial respiration will serve as a dis-
tinguishing sign, for it never occurs in simple emphysema of thelungs.
The friction murmur and dull percussion sound will serve to dis-
tinguish a pleuritic exudation, and we scarcely need fear any con-
fusion with pneumonia.
Finally, emphysema does not always produce enlargement and
increased resistance of the liver and spleen. The cardiac pulse is
not felt in the usual place, but instead of it a tremulousness of the
walls is perceptible. Even over the sternum the percussion sound
is not wholly dull, because the long-protracted respiratory move-
ments draw the spine backward, and the anterior thoracic walls
forward, so as to prevent any close contact between the heart and
walls of the chest.
Hitherto we have considered emphysema as universal, but it also
occurs, and very frequently, in a partial form. It is constant in
the neighborhood of those portions of a lung which are impene-
trable by the air, whenever the space is not filled up in some other
manner. Every portion of lung is destined to fill a certain space
in the chest, and there can be no such thing as a vacuum in the
thorax. The lung is therefore just so much expanded as to fill up
every nook of space not occupied by some other organ. When-
ever, then, a single portion of the lung becomes impervious to the
air, and can no longer be expanded by it, the space destined for
it must be filled by the bordering pulmonary tissue, and this en-
largement may encroach upon the whole lobe, provided it is not
fixed by adhesions, and even extend itself to the other lung, if
called for. This sort of partial emphysema is most frequently ob-
served in pneumonia. Since, moreover, certain portions of a lung
are capable of offering less resistance than others, we often find
the emphysema partial and limited, when it might have been dis-
tributed over the whole lung.
In earlier times, it was maintained that every shrinking of the
lungs and destruction of the parenchyma by ulcération, must be
accompanied by a falling in of the chest wall, and the expression
was used that the thorax sank inward, so soon as it was not longer
supported by the lung. This view is false. Whenever a drawing-
in of the chest takes place, it is occasioned by the shrinking of
some fibrous exudation, which exercises a strong tractile power.
On the other hand, the shrinking of any portion of lung, when such
adhesions do not exist, produces a partial emphysema, from which
not only no contraction of the chest wall follows, but rather an
enlargement of the thorax.
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The universal and partial emphysema of the lungs which we
have hitherto spoken of, is called vesicular, in order to distinguish it
from that form which we arc now about to consider, viz., the inter-
lobular, which is not produced, as the vesicular is, by loss of con-
tractility of the parenchyma, but by a rent in a healthy lung, by
which the air penetrates the fibrous tissue, and there forms celia
or caverns, the walls of which consist merely of a thin membrane.Such a cavity can exist, both within the pulmonary tissue and on
its surface; can, provided their continuity is not destroyed, lift up
the pleura, and form on the superficial surface of the lung an air-
filled bladder, the contents of which may be prevented from com-
municating with the bronchi, by the union of the original fissure in
the lung. The interlobular emphysema consists either of only one
bladder, or of many already destroyed, which are not enlarged byinspiration or diminished by expiration. The surroundings of
these bladders give the usual auscultatory signs of vesicular breath-
ing, or hissing, rattling and whistling, according as the bronchus
contain mucus or air alone. Generally, the neighborhood of such
sacs is not infiltrated, but is soft and undistinguishable from the
remaining pulmonary substance. In rare cases, such a bladder
may produce a friction sound, when it is situated on the superficial
surface of the lung, and causes the pleura to bulge. In these cases
the elevated pleura becomes rough on its outer surface, by means
of the exudation which always follows. In this way the friction
murmurs are caused, which may remain a long time, or, in fact,
never disappear. Laennec first discovered this sign as a charac-
teristic of this form of emphysema, and called it "frottement as-
cendant et descendant." Interlobular emphysema can neither be
diagnosticated nor suspected, because we are ignorant of its rela-
tions, and it seldom occurs. It causes no troublesome symptoms,
and is only so far dangerous, that a new rent and pneumo-thorax
may ensue, if such a bladder lie directly under the elevatedpleura.
Generally speaking, emphysema can only be diagnosticated dur-
ing life, when it is the result of the loss of contractile power of
the lungs. In simple shrinking, without any diminution of contrac-
tile power, the position of the liver and heart will not be changed,
or, instead of being pushed downward, may obtain a higher situa-
tion than normal. We may suspect the partial form in tuberculo-
sis, or in cases of pneumonia not affecting the whole lobe ; also
when the contracted portion is very large, as a whole lobe for in-
stance. In this last case the other lung will become emphysema-
tous, and be recognized by the distortion of the mediastinum. It
would be better, however, not to call such an enlargement emphy-
sema, because such a.lung retains, or can retain, its normal contrac-
tility, in which case there would be no morbid phenomena, and the
respiration even be alleviated. In addition, we may have, though
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very rarely, a loss of contractile power without any enlargement
of the lungs, when, namely, they are firmly united in their whole
extent with the costal pleura, and the diaphragm thereby fixed in
its high position. In this case, neither the diaphragm or heart can
descend, nor can the lungs expand, and still the contractile power
be lost. In the dead body we shall then find, of course, only a
partial emphysema.As regards the etiology of emphysema, we find that, in addition
to chronic tuberculosis and pneumonia, bronchial catarrh is its
most frequent cause, which may be produced itself by any disturb-
ance in the secretory organs. Very frequently emphysema is com-
bined with diseases of heart, to which we should especially direct
our attention.
It is also to be noticed that an abnormal condition of the pul-
monary artery may co-exist with emphysema, because the capilla-
ries of the lungs are, not infrequently, found greatly enlarged and
destroyed, and always lose their elasticity more or less, by which
a greater resistance is afforded to the circulation. But if auscul-
tation of the second sound of the pulmonary artery is a sign of
emphysema, we must also remember that diseases of the heart
may co-exist, and the diagnosis will be all the more difficult, be-
cause the left ventricle is far removed from the walls of the chest
in such patients. It will be easier, however, when the tones of
the right side of the heart become stronger from the dilatation
resulting from emphysema. The bicuspidalis may be diseased,
even when the radial pulse is perceptible, for if the emphysema
docs not serve to diminish it, certainly any abnormal state of the
mitralis need not.
In regard to the distribution of emphysema, it may occur in one
or both lungs, in one or more lobes. Under such circumstances,
as already stated, the healthy portion of lung grows smaller, the
diseased larger, till the resistance in both is equal. In the majori-
ty of cases the disease affects both lungs, the chief reason of which
is, that in chronic bronchial catarrh the diseased condition extends
throughout all the bronchi, even when originally confined to a
small portion, which is explained by the fact that the secretion
from the diseased bronchial mucous membrane is not immediately
expelled, but remains a long time in contact with other portions,
inasmuch as it sinks downward into the healthy bronchi.
The attacks and course of emphysema are very various, as might
be expected. It can come on quite rapidly, but generally develops
itself slowly. The first is the case in consequence of sudden and
extensive bronchial catarrh, where the finest bronchi are affected,
and which, by its tendency to return within a definite time, often
produces a chronic emphysema. When this acute bronchial in-
flammation affects persons otherwise robust, the emphysema is
much more easily borne by them, than by the scrofulous and others,
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whose constitution is able to offer little resistance to the oft-
repeated attacks of the exudative process and consequent chronic
emphysema. Occasionally, however, the development is so rapid
that we can hardly attribute its existence to any catarrhal inflam-
mation. The auscultation, it is true, gives in the beginning both
whistling and hissing, but the secretion is either nothing at all, or
in a very small quantity, and it is some time before the attack of
dyspnoea is accompanied by a copious secretion from the bronchi,
which possesses the usual serous character. In these cases the
nervous affection, as indicated by the dyspnoea and loss of con-
tractility of the parenchyma, precedes the disturbance in the se-
cretion, and must explain the symptoms usually called inflammatory,just as we may have paralysis of a voluntary muscle, before any
exudation becomes evident.
Emphysema of the lungs does not necessarily cause constant
dyspnoea, and a patient by living in a quiet manner may appear
perfectly well, but whenever the respiration becomes taxed by
bodily exertion the dyspnoea will show itself. In some cases no
symptoms whatever are present, in spite of the disease ; the pa-
tient does not becomecyanotic; no especial hyperamy is developed,
and the secretions and functions of digestion, nourishment and cir-
culation are normal. These symptoms, in whatever degree they
may occur, depend much upon the cause of the attack. For in-
stance, the organic change in the lungs can have reached to so
high a degree as to greatly impede the circulation through them,
and the greatest quiet may then be insufficient to remove the cya-
nosis; while, on the other hand, a chronic emphysema, which comes
on slowly, can, by good care and slight exertion, be borne for
years. We see, then, that the prognosis depends upon the cause,
the degree and symptoms of the disease. An unfavorable termina-
tion very seldom follows an attack of dyspnoea, but in the majority
of cases is the result of the various sequelae of the disease, which
are hypertrophy and dilatation of the right cavities of the heart,
brought about by the impermeability of the pulmonary capillaries,
diseases of the valves, loss of nervous power of the heart, oede-
ma of the lungs, dropsy, cerebral haemorrhage and marasmus.
In our treatment of vesicular emphysema we must, above all
things, seek out the causes of the attacks, so as to prevent their
return. Especially should catarrhs be avoided, and corporeal ex-
ertion as much as possible, and an equable climate be obtained.
The attention must also be given to strengthening the system by
proper nourishment, clothing and cleanliness. Medicines should
be used to check the catarrh, and distressing, dry cough ; and the
sooner this is accomplished the more hope will there be that the
emphysema will quickly disappear, or for so long at least, as no
new catarrh appears to recall it. Narcotics, combined with dia-
phoretics, are best for this purpose, inasmuch as they tend to keep
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the secretions of the intestinal canal and kidneys in order. Fi-
nally, we must endeavor to regulate the action of the heart bylaurel-water or digitalis. If the patient can bear it, we may try the
inhalation of turpentine oil, which has obtained a celebrity, and is
without doubt beneficial, since it promotes diuresis without bring-ing on diarrhoea ; but as it can be used by so few persons, and bylong employment may cause giddiness and oppression in the head,
we must look upon it merely as an experimental remedy.
It is needless to say anything, at this time, about the peculiar
views of Prof. Skoda on auscultation and percussion, as they have
little bearing on the present subject. I should say that emphyse-
ma of the lungs was a very frequent disease, in a slight degree, inVienna ; and I infer this not only from the cases diagnosticated as
such in the wards of the Hospital, but also from the frequency
with which it is found post mortem. I have observed it here in
several cases, and in one the accentuation of the second sound of
the pulmonary artery was quite marked—strong enough to have
led, under other circumstances, to the diagnosis of insufficiency of
the vicuspidalis. As regards the metallic echo referred to in
pneumo-thorax, it may be best heard by placing the stethoscope
two inches below the clavicle of the affected side, and percussingbelow the nipple with a short, quick blow, upon which we shallhear the echo of the stroke—a peculiarly metallic tone.
Boston, December, 1857. J. C. W.
Reports of Medical Societies
EXTRACTS FROM THE RECORDS OF THE SUFFOLK DISTRICT MEDICAL SOCIETY
CHARLES D. HOMANS, M.D., SECRETARY.
Imperforate Anus and Rectum:—Cases and Remarks.—Dr. B. B.
Moore said he had operated with success upon three cases of Imper-forate Anus. One was a child born Nov. 22d, 1853. Where the anal
opening should have been, there existed a sac projecting three-fourths
of an inch from the body of the child. Dr. Moore operated three days
after birth with a trocar, arid afterward dilated the opening- by bougies,beginning with one the size of a pipe-stem and gradually increasingthe size until one three-fourths of an inch in diameter could be passed.Dec. 3d, eight days after the operation, the child was dismissed as
cured. He has been generally, and is now, well and hearty.Dr. Moore has operated upon two other children successfully, as he
supposes, but has not seen them since. He has also met with an in-
stance of imperforate rectum, and had operated without success. In
this patient the colon only reached to the promontory of the sacrum.In neither of these cases was there passage of the fseces by the
urethra.
Cases of Imperforate Rectum.—Reported by Dr. Ayer. The first
case occurred five years ago ; the subject being a male child. The
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